A 38 year-old male was admitted to the emergency room with fever and hemoptysis in the last 3 weeks. His past medical history included previous intravenous drug usage (20 years before), severe acute pancreatitis in the last year, and steroid therapy for the last 10 months due to presumptive diagnosis of bronchiolitis obliterans organizing pneumonia. The episode of pancreatitis required hospital admission, when the patient received total parenteral nutrition and also had an episode of pneumonia treated with antibiotics.
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At the emergency room, a grade 3 systolic murmur in the left lower sternal border was heard. Chest radiography was normal. Blood tests demonstrated leukocytosis (13,890 mg/dL) and thrombocytopenia (99,000 mg/dL). Blood cultures yielded Candida albicans. Transthoracic echocardiogram (figure 1) was performed and showed tricuspid valve thickening, as well as a large echogenic mass (3.3 × 2.0 cm) attached to its leaflets, without tricuspid regurgitation. 
Fungal endocarditis
Moreover, there was a mobile image next to the right ventricular outflow tract, which could be the main lobe vegetation or even other vegetation attached to the outflow tract. Chest computed tomography (figure 1) showed bilateral occlusion of the lower lobe branches of the pulmonary artery associated with lung infarction in these areas. Antifungal therapy with micafungin was started and tricuspid valve replacement was performed 6 days later. The immediate postoperative period was uneventful and the patient was discharged from intensive care unit to ward 3 days after surgery. On the third week after surgery, he had pneumonia, empirically treated with vancomycin and meropenem. Thirty-three days after surgery he had sudden massive hemoptysis and died within 6 hours.
Fungal endocarditis is an uncommon condition; it is usually right-sided, has larger vegetation with a higher likelihood of embolization, and is associated with a mortality rate of up to 80% 1, 2 . Echocardiogram is a mainstay tool in the diagnostic work-up of endocarditis, and fungal endocarditis is associated with large heterogeneous vegetations. Previous valve surgery, injection drug abuse, antibiotic use, intravascular catheters, and immunocompromised state (i.e., prolonged use of corticosteroids) are known risk factor for the occurrence of endocarditis 3 .
Our patient had two of these risk factors. This case shows a classic image of valvular and pulmonary involvement of endocarditis, and was brought to illustrate how devastating a pulmonary septic embolism can be, and even after a long stable period patients may still develop acute events.
